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Abstract: Despite their significant impact on public health, antibiotic resistance and size distributions
of airborne viable bacteria in indoor environments in neonatal intensive care units (NICU) remain
understudied. Therefore, the objective of this study was to assess the antibiotic resistance of airborne
viable bacteria for different sizes (0.65–7 µm) in private-style and public-style neonatal intensive
care units (NICU). Airborne bacteria concentrations were assessed by a six-stage Andersen impactor,
operating at 28.3 L/min. Public-style NICU revealed higher concentrations of airborne viable bacteria
(53.00 to 214.37 CFU/m3) than private-style NICU (151.94–466.43), indicating a possible threat to health.
In the public-style NICU, Staphylococcus was the highest bacterial genera identified in the present study,
were Staphylococcus saprophyticus and Staphylococcus epidermidis predominated, especially in the second
bronchi and alveoli size ranges. Alloiococcus otitidis, Bacillus subtiles, Bacillus thuringiensis, Kocuria rosea,
and Pseudomonas pseudoalcaligene, were identified in the alveoli size range. In NICU#2, eight species were
identified in the alveoli size range: Bacillus cereus, Bacillus subtilis, Bacillus thuringiensis, Eikenella corrodens,
Pseudomonas aeruginosa, Staphylococcus aureus, Staphylococcus epidermidis, and Streptococcus gordoni.
Multi-drug-resistant organisms (MDROs) were found in both of the NICUs. Bacillus cereus strains were
resistant to Ampicillin, Cefoxitin, Ceftaroline, and Penicillin G. Staphylococcus cohnii ssp. cohnii was
resistant in parallel to ampicillin and G penicillin. Staphylococcus saprophyticus strains were resistant to
Ampicillin, Penicillin G, Oxaxilin, and Erythromycin. Results may indicate a potential threat to human
health due to the airborne bacteria concentration and their antibiotic resistance ability. The results may
provide evidence for the need of interventions to reduce indoor airborne particle concentrations and
their transfer to premature infants with underdeveloped immune systems, even though protocols for
visitors and cleaning are well-established.
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1. Introduction
Airborne particles present in the atmosphere for extended periods of time can have profound
adverse effects on human health [1]. In recent decades, it has been demonstrated that the performance
of the atmosphere acts as a medium of the aerosol-related transmission of infectious diseases and
substances harmful to health [2–4]. The knowledge on the transportation of bacteria by air currents can
aid in the prevention of the airborne spread of pathogens or source identification [5], since bioaerosols
released from land and ocean surfaces can be transported over long distances and up to very high
altitudes, i.e., between continents and beyond the troposphere [6]. Bioaerosols are airborne particles
of a biological origin. This includes fungi, bacteria, viruses and/or pollen, and fragments of the
foregoing or their metabolic products [7]. The survival, dispersion, and reproduction of these depend,
to a large extent, on the environmental conditions in which they are found, and factors such as
temperature, relative humidity, air movement, light, and food sources [8,9]. Currently, the importance
of bioaerosols and their impact on human health have gained increasing attention in different sectors
of our society, including the health sector [3], since they pose potential exposure risks to patients
and health workers [10] for the acquisition of infections [11]. A marked increase of infections—i.e.,
pneumonia, tuberculosis, gonorrhea, and salmonellosis—have been occurring in which their treatment
becomes more difficult due to the loss of efficacy of antibiotics. Consequently, antibiotic resistance may
occur when bacteria mutate in response to the use of these drugs.
Several kinds of research have focused on the study of bacterial bioaerosols present in various
health institutions, justified by the favorable conditions presented by these environments for the
transport and survival of microorganisms in the air [12,13]. Sources of bacterial bioaerosols that cause
hospital infections may include patients, environment, and hospital staff [14]. The study of bioaerosols
concentration and antibiotics bacterial resistance evaluation plays an important role in the prevention
of hospital-acquires infections (HAIs) and can be useful for the design of strategies that protect both
employees and patients, taking into account that each of them has different degrees of susceptibility
or immunosuppression and may be affected by poor control of these elements [15]. In addition,
these studies may provide information for the epidemiological investigation of IIH diseases, their
propagation, control of microorganisms in the air, monitoring of biological procedures, and their use as
a quality control measure [14]. However, there is a lack of studies of bacterial resistance of bioaerosols,
even though it is considered one of the most serious threats to global health since it increases medical
costs, prolongs hospital stays, and increases mortality [16].
Consequently, the aim of this study was to assess the antibiotic resistance of airborne viable
bacteria for different sizes (0.65–7 µm) in neonatal intensive care units (NICU). The objectives were:
(i) to measure airborne bacteria concentrations before and after family visits, (ii) to identify species of
bacteria, (iii) to characterize particle number concentrations simultaneously with airborne bacteria,
and (v) to identify antibiotic resistance of airborne bacteria. This work will generate fresh insight into
the understanding in private and public-style NICU of airborne bacteria particle size distribution,
possible association to particle number, effect of visitors, and cleaning activities. The results of this
research may be used for exposure and health-risk assessments for infants in NICU environments.
Also, they may provide valuable evidence for the need of interventions to reduce indoor airborne
particle concentrations and their transfer to premature infants with underdeveloped immune systems,
even though protocols for visitors and cleaning are well-established.
2. Materials and Methods
In this research, the measurement of airborne concentrations was conducted in two steps: aerosol
sampling in the neonatal intensive care unit (NICU), and bacteria identification in the laboratory [17].
2.1. Neonatal Intensive Care Units (NICU)
The field-monitoring portion of the study was conducted at two different NICU of acute care
hospitals located in Barranquilla, a city in the northern Caribbean cost of Colombia. Measurements were
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made in a private-style NICU (1), and a public-style NICU (2). The first NICU, NICU#1, is located in a
university hospital, a non-profit institution that was founded to support medicine teaching work. This
hospital provides services of Therapeutic Support, Diagnostic Support, Emergencies, Hospitalization,
and Outpatient. The second NICU studied, NICU#2, is located in a health center from the Public
Hospitals Network. This hospital is enabled for hospitalization, burn care unit, adult intensive care
unit, pediatric intensive care unit, and neonatal intensive care units, providing special attention in
Cardiology and Hemodynamics. These hospitals provide medical attention to vulnerable groups of
people in terms of poverty in Barranquilla, and their care statistics show close to 17,000 patients per
year. NICU#1 had been configured to provide a personalized care-giving environment and services
for 26 neonatal babies (less than one month). This one is located on the third level of the hospital,
the entire floor area of the NICU is 32 m2. In this unit, visits are allowed once per day in a specific
hour. The physical layout of the NICU#1 can be observed in Figure 1a. The sampler was placed in an
equidistant location between the neonatal beds in order to have representative samples of the area.
The second NICU studied, NICU#2, is located on the second level of the hospital, and the entire area is
360 m2, which is enabled for providing personalized attention to 30 neonatal babies. This unit has a
program called kangaroo mom, which means that mothers can visit their babies at any time of the day.
Figure 1b shows the five points where the sampler was located.
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Figure 1. Outline of the neonatal intensive care units (NICU)#1 (a) and NICU#2 (b).
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In both NICU, air conditioning maintenance and cleaning protocols are allowed by National
requirements of the unique system of qualification. These requirements indicate that acute care
hospitals must have different protocols for general patient rooms and intensive care units, which must
include detergent rotation, an air conditioning maintenance program, and superficial microorganism
control monitoring. These requirements had been reviewed by the Colombian National Health Ministry
through the District Health Secretary of the city, but do not include specific protocols to ensure the
air quality of the indoor environment or requirements for monitoring bioaerosols or particle matter
samples. Both units are covered with hard tiles which were cleaned approximately every 24 h by using
microfiber mops that were used exclusively for this area. All individual baby rooms were cleaned daily
and there were no evident signs of dust accumulation. Both units have High Efficiency Particulate Air
(HEPA) filters which must be changed every six (6) months and they have a proprietary condenser for
the exclusive operation of the area. Five (5) bacteria bioaerosols sampling campaigns were made in
NICU#1 and three (3) bacteria bioaerosols and particle number campaigns were done simultaneously
in NICU#2.
2.2. Airborne Bacteria and Particle Number Samples Collection
Airborne viable bacterial sampling was performed using an Andersen six-stage cascade impactor
(Thermo Fisher Scientific©, Walthman, MA, USA) on Petri dishes, containing Plate count Agar of
Merck© (Darmstadt, Germany). The optimal sampling time collection used in our research, of 5 min,
was found in previous research [18,19]. Three consecutive replicates were taken for each single
sampling time. The sampler worked at a constant flow rate of 28.3 L/min and was sterilized before and
after use by using 75% ethanol. All inside surfaces were maintained in sterile conditions until sampling,
and blank control was done. Plate count agar Petri dishes were left unsampled in each of the stages
of the study: media preparation, transport of Petri dishes, sampling, transport of the samples to the
laboratory, and incubation. The sampler collects particles in six stages according to their aerodynamic
diameter: >7.0 µm, 4.7–7.0 µm, 3.3–4.7 µm, 2.1–3.3 µm, 1.1–2.1 µm, and 0.65–1.1 µm, corresponding to
particles size that may penetrate the nasal cavity, pharynx, trachea and primary bronchi, secondary
bronchi, terminal bronchi, and alveoli, respectively (Figure 2) [19–23]. Simultaneously, environmental
indoor conditions data were recorded by a Kestrel anemometer Model 4500, including information
of ambient temperature and relative humidity, to validate that environmental conditions had been
controlled according to the health safety protocols established by the Hospital.
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Airborne viable bacteria were sampled in two neonatal intensive care units (NICU) in two different
acute care hospitals. Sampling in NICU#1 was done during 5 sampling campaigns, before and after
the visiting time, therefore 196 samples were collected. Sampling in NICU#2 consisted of 3 campaigns,
before and after cleaning activities.
Particle number concentrations in NICU#2 in five size ranges were measured: channel 1
(0.3–0.5 µm), channel 2 (0.5–1 µm), channel 3 (1–2.5 µm), channel 4 (2.5–5 µm), and channel 5
(2–10 µm), using a particle counter from Hal Technologies (HAL-HPC601). The particle counter
simultaneously measures 6 user-configurable particle sizes. It is manufactured in the USA and is
in compliance with the international standards (JIS B 9925:1997 and ISO21501 and ISO14644-1) and
CE certified.
2.3. Bioaerosol Cultivation and Concentration Assessment
Bacteria samples were incubated at 37 ◦C ± 2 ◦C for 48 h. The counting of the colony forming units
(CFU) per Petri dish was based on typical Gram staining and their macroscopic characteristics (shape,
color, texture, and border, among others) [24]. Airborne viable bacteria concentration was determined









where N ◦C is the number of colonies per plate, 1000 is a unit conversion factor, F is the flow rate of the
six-stage cascade impactor (28.3 L/min), and t is the sampling time (5 min).
2.4. Bacteria Identification and Antibiotic Resistance
BD Phoenix™ 100 (Becton Dickinson & Company, Franklin Lakes, NJ, USA) was used to identify the
genus, species, and resistance to antibiotics, which performs continuous monitoring for susceptibility
and identification tests using two detection methods (Fluorometry and Turbidimetry). The equipment
has panels, which are placed in the inoculation station with the holes in the upper part, and takes the
isolated colonies that were previously confirmed by means of Gram stain, in order to choose the correct
panel. Figure 3 shows the methodology used for identification with BD Phoenix™. The colonies under
study in the broth of ID (bacterial identification) were taken to 0.5 of McFarland (acceptable at 0.5–0.6)
for the exact volume and if it was added could overflow the panel. Once the inoculum is prepared, the
ID tube is vortexed, and its turbidity is measured in the nephelometer. Later, an AST and/or AST-S
indicator solution was added to the AST and/or AST-S broth (solutions that help in the identification of
bacterial resistance), which goes on one side of the panel and the other panel side will broth the ID
(Bacterial Identification) broth. Once it is done it is taken to the equipment, in which it has a time of
analysis at 12 h for ID (36 readings) and 16 h for AST (48 readings).
In addition to the identification of the genus and bacterial species, the BD Phoenix™had determined
the resistance or test of susceptibility of the species to the different antibiotics that are usually used.
A total of 27 antibiotics were reviewed. The studied antibiotics were Ampicillin, Cefoxitin, Ceftaroline,
Penicillin G, Gentamicin, Daptomycin, Linezolid, Vancomycin, Amikacin, Cefepime, Ceftazidime,
Ciprofloxacin, Imipenem, Levofloxacin, Meropenem, Piperacillin-Tazobactam, Ampicillin-Sulbactam,
Cefazolin, Ceftriaxone, Ertapenem, Oxacillin, Minocillin, Rifampin, Trimetropin-Sulfamethoxazole,
Clindamycin, Erythromycin, and Tigecycline.
2.5. Data Analysis
Data were systematized in a spreadsheet by sampling campaigns, before or after visiting time, and
replicate samples, as independent variables. The data were analyzed using the software Statgraphics
Centurion XVI, applying a generalized linear regression model, in order to determine if there was a
relationship between the variables measured (before and after visiting time) and the concentrations
obtained from bacterial bioaerosols with 95% of confidence (p < 0.05). In addition, a statistical analysis
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was carried out using a Multifactorial Analysis of Variance (ANOVA) that allowed us to establish
whether there were significant differences between independent factors or variables.Int. J. Environ. Res. Public Health 2019, 16, x 8 of 24 
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3. Results
3.1. Size Distribution and Bacteria Bioaerosols Concentration
No uniform international standard is established for acceptable limits of bioaerosol concentrations.
The World Health Organization (WHO) has not yet established a specific guide for concentration levels
Int. J. Environ. Res. Public Health 2019, 16, 3340 7 of 22
and current standards based on health risk assessment. However, some private and governmental
organizations have established quantitative standards and guidelines for bioaerosols in indoor
environments. These standards are based on reference values for bioaerosol concentrations, without
taking into account the effects on human health. Since the No-Observed-Adverse-Effect-Level (NOAEL)
or Lowest-Observed-Adverse-Effect-Level (LOAEL) depending upon dose-response approach has not
been well-established for bioaerosols concentration, health effects in relation to exposure limits on the
basis of data from epidemiological and toxicological studies could not be developed to date [25].
Table 1 presents a comparison of data of the present study with bioaerosols guidelines by
governmental and private organizations. For our research, total bacterial concentration ranged
between 53.00 and 214.37 CFU/m3, with a mean concentration of 110.13 CFU/m3 between campaigns
for NICU#1. While, for NICU#2, bacterial concentrations ranged between 151.94–466.43 CFU/m3, with
a mean concentration of 310.37 CFU/m3. Although detailed studies of bacterial bioaerosols in ICU
settings are scarce in the literature, results of our research are similar to other studies done in public
buildings and ICU [10,23,26–28]. The different concentrations in total viable bacteria in air between
the two NICU studied, demonstrates the possible influence of personnel. As demonstrated in other
research, personnel visiting the NICU are sources of bacterial aerosols [10,29]. In general, our results
could be classified as intermediate (100–1000 CFU/m3) by the American Conference of Governmental
Industrial Hygienist. In terms of the Indoor Air Quality Association and the Healthy Buildings
International, this result is considered safe when species are not infectious or allergenic. In contrast,
according to the Netherlands Research Methods, these values of total bacteria in air could be a possible
threat to health. As for the Occupational Safety and Health Administration, these concentrations
indicate contamination [10,30–32]. A comparison of the results with these guidelines may suggest the
need to analyze the influence of occupants, visitors, and human activities, as well as the efficiency of
hospital ventilation/filtration systems. As explained above, these two NICU (ICU for babies < 1 month)
meet the national requirements of the unique system of qualification [33], the differences reside in the
personnel visiting protocols. For the NICU#1, visiting hours are stated and fixed, while for NICU#2
visitors may enter at any time.
Table 1. Comparison of the concentration levels of bioaerosols with governmental and private
organizations guidelines (adapted from [3]).
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The characteristics and concentrations of bacterial bioaerosols might be influenced by many
factors, thus the first set of questions aimed to compare the influence of visitors entering the NICU#1.
First, total bacterial concentrations were calculated using Equation (1) for the sum of all stages: >7.0 µm,
4.7–7.0 µm, 3.3–4.7 µm, 2.1–3.3 µm, 1.1–2.1 µm, and 0.65–1.1 µm, in order to better compare the two
groups (before and after visits). Second, box plots, given in Figure 4, were calculated. Figure 4a
illustrates the variation in the NICU#1 before and after visits, showing that bacterial bioaerosol
concentrations were slightly higher before visits, although higher concentrations were observed
sometimes after visits. Consequently, ANOVA was used to analyze the results before and after the
visit time in order to confirm this (or not). None of these differences were statistically significant
between the two groups for a p-value > 0.05 and a confidence level of 95.0% (Table 2). Third, box
plots of airborne bacteria concentration for NICU#2 were calculated in order to analyze if cleaning
activities are enough to reduce bacterial bioaerosol concentration (Figure 4b). Figure 4c shows the
box plot that illustrates the reduction in particle numbers after cleaning activities. ANOVA (Table 2)
results indicated no statistical differences between the two groups (before and after). It is possible to
hypothesize that bacterial bioaerosol concentrations did not increase after visits. Also, that cleaning
activities did not reduce bioaerosol levels. Moreover, particle number concentration was analyzed,
confirming that standardized cleaning activities did not significantly reduce airborne particles.
Moreover, results were analyzed for each sampling campaign (Figure 5). Figure 5a shows the
results of bacterial bioaerosols concentration during the five monitoring campaigns before and after
visits, for all six stages (NICU#1). Environmental conditions during the five campaigns presented
ranges of temperature and humidity of 27–24 ◦C and 74%–63.2%, respectively. Each campaign
showed different concentrations. The highest values were observed in campaign 3. On the other
hand, the minimum total concentration for all stages was obtained in campaign 5 before the visit.
Thus, a decreasing tendency in concentrations was observed after campaign 3. These results possibly
demonstrate the effect of a cleaning day journey of air conditioning filters after campaign 3. Several
studies of microbiological air monitoring, before and after cleaning activities in health institutions,
attempted to explain how the activities of general cleaning, air filter maintenance, and the operation of
other routine sources may vary bioaerosol concentration in an indoor environment [28,39,40].
Campaign results for NICU#2 are shown in Figure 5b. Environmental conditions during the
three campaigns presented ranges of temperature and humidity of 23.1–31.7 ◦C and 56.2%–82.3%,
respectively. Results indicate higher values during campaign 3, although no significant differences
between concentrations before and after cleaning. In the study carried out by [28], the results
demonstrated that the main sources influencing the indoor environment’s air quality in a pediatric
intensive care unit include cleaning activities. Therefore, in NICU#2, the effect of cleaning activities
was evaluated.
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Table 2. ANOVA for bacteria bioaerosols concentration (CFU/m3) between the groups, for NICU#1
and NICU#2.
NICU#1—Airborne Bacteria
Source Sum of Squares df Mean Square F-Value p-Value
Between groups 58.82 1 58.82 0.22 0.639
Intra 5.18 × 104 194 267.20 - -
Total (C rrected.) 5.19 × 104 195 - - -
NICU#2—airborne bacteria
Between ** groups 1300.64 1 1300.64 0.06 0.81
Intra groups 81,217.98 4 20,304.49 - -
Total (C rrected.) 8 ,518.61 5 - - -
NICU#2—particle number
Between ** groups 15,116,795.93 1.00 15,116,795.93 0.08 0.79
Intra groups 1,971,755,605.47 10.00 197,175,560.55 - -
Total (C rrected.) 1,986,872,401 11 - - -
* Groups: before (1) and after (2) visits. ** Groups: before (1) and after (2) cleaning.
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Figure 5. Total bacterial bioaerosols concentration (CFU/m3) in the NICU#1 before/after visits (a) and
before/after cleaning in NICU#2 per ca ai ( ).
Figure 6 presents the size distribution of bacterial bioaerosols concentration obtained in the
NICU. For NICU#1, airborne bacteria concentrations were similarly distributed for all size ranges
(Figure 6a). Although, the highest mean concentration was obtained for terminal bronchi and nasal
cavity size range. Figure 6b shows a similar distribution, were the highest concentration was in the
terminal bronchi stage before and after visits, yielding values of 24.03 and 30.153 CFU/m3, respectively.
This size range had the highest bacterial bioaerosol concentration in indoor environments, similar
to other research [41]. This is a rather significant finding since smaller particles are ore likely to
penetrate the respiratory system [42]. Overall, these results indicate that approximately 46% of the
total viable bacteria collected in the six-stage impactor were in the size range of 0.6–2.1 µm that can
penetrate and deposit in the secondary bronchi, terminal bronchi, and alveolus. Therefore, 53% of the
bacterial bioaerosols were in the size range of coarse atmospheric particles (>2.1 µm): nasal cavity,
pharynx trachea, and primary bronchi [43,44]. For NICU#2, airborne bacteria concentration (Figure 6c)
predominated in the nasal cavity size range (26%), terminal bronchi (18%), and alveoli (18%). Values
ranged between 20.02–82.45 UFC/m3, where the highest concentration corresponded to nasal cavity
and alveoli size ranges (Figure 6d).
It is important to note that, the small size of these particles means that they can enter the lungs
easily if inhaled [25]. Bacterial bioaerosol in indoor environments’ variable concentrations and size
distribution patterns depend on the microorganism type, local climate, microclimatic factors, level of
occupation, type of human activity, type of ventilation, and building maintenance [25,45–47]. Most
likely, the bacterial bioaerosol concentration in the coarse size range obtained in our study was
influenced by the positive correlation between atmospheric particle matter and bacteria size. Bacteria
adhere to the particle matter, thus increasing the size of the particle [20,44,48]. On the other hand,
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bacterial bioaerosol concentration in the fine fractions is due to their greater surface area that allows
greater adhesion. This situation, coupled with the fact that indoor environments present a higher
concentration of fine particles that may remain suspended, may contribute to this finding [27,44,49,50].
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3.2. Species Identification and Mean Concentration in Air
Sensitivity of the hospital building environment due to the presence of potential sources of a
wide range of airborne microbes, make it a complex environment [51]. Table 3 shows the mean
concentration of bacterial bioaerosols per campaign, before and after visits in NICU#1. Gram-positive
bacterial bioaerosols had represented 92% of the strains isolated. Furthermore, 12 different identified
bacterial strains belonged to six genera: Alloiococcus, Bacillus, Kocuria, Leifsonia, Pseudomonas, and
Staphylococcus. Within the Staphylococcus genus, three different species were found (Staphylococcus
epidermidis, Staphylococcus saprophyticus, and Staphylococcus cohnii ssp.), while for the genus Bacillus five
different species were found (Bacillus cereus, Bacillus megaterium, Bacillus pumilus, Bacillus subitilis, and
Bacillus thuringiensis). The other genera presented only one species for each one: Alloiococcus otitidis,
Kocuria rosea, Leifsonia aquatica, and Pseudomonas pseudoalcaligene.
Table 3. Mean concentration of bacterial bioaerosols per campaign before and after the visit time.
Microorganism
Before (CFU/m3) After (CFU/m3)
Total
1 2 3 4 5 1 2 3 4 5
Alloiococcus otitidis 7 7 7 7
Bacillus cereus 7 7 21 7 7 7 7 7 8
Bacillus megaterium 7 7 7 7 7 9 8
Bacillus pumilus 7 7 7 7 7
Bacillus subtilis 7 7 7 7 7
Bacillus thuringiensis 7 7 7 7 7
Kocuria. Rosea 7 9 7 7 28 28 12
Leifsonia aquatica 7 7 7 7
Pseudomona pseudoalcaligenes 7 7 7 7
S. cohnii ssp. 7 7
S. epidermidis 11 13 27 18 11 8 15 20 16 19 16
S. saprophyticus 33 7 21 7 18 9 30 7 21
Note: Highest value in bold.
Moreover, four predominant species were obtained with significant concentrations. The highest
average concentration was obtained by the species S. saprophyticus, this species had been in all of the
sampling campaigns, followed by S. epidermidis, which can migrate from the skin along the surface of
the device into the body, forming a highly organized bacterial community known as biofilm [52]. It can
be transported to the air due to airborne staphylococci that may be shed by carriers and may remain
viable for a long time [53]. Similarly, the mean concentration of the species Kocuria rosea was 8 and
28 CFU/m3 before and after the visit time. Kocuria genus are usually considered to be contaminants, but
the involvement in human infections has been documented, they can cause major infections, mostly in
immunocompromised hosts or patients with serious underlying conditions as neonatal babies [54,55].
Additionally, Kocuria is one of the radiation-resistant bacteria [56].
Another microorganism with a representative concentration was Bacillus cereus, that presented a
concentration of 9 and 7 CFU/m3 in four campaigns, with the exception of campaign 3 before visits,
when it had a concentration of 21 CFU/m3, B. cereus is able to form endosporeforming rods. It is of
concern because humans are contaminated via the spores that remain metabolically inactive in the
environment but take the form of vegetative cells when they infect the human body. B. cereus as the
causative agent of a nosocomial bacteraemia outbreak has been reported in the neonatology hospital
ward, emergency department, and intensive care units [57].
Regarding the other species identified Alloiococcus otitidis, B. megaterium, B. pumilus, B. subtilis,
B. thuringiensis, L. aquatica, P. pseudoalcaligene, and S. cohnii ssp., all kept low concentrations of 7 CFU/m3.
As it was mentioned previously, Staphylococcus was the genus with the highest prevalence, probably
because this microorganism has a thick cell wall that provides greater tolerance to desiccation and
allows it to survive, remaining viable for a longer time [58]. Similarly, B. pumilus has been identified as
an opportunistic pathogen [59,60], it rarely causes serious infections and has only been described in
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newborns and immunocompromised individuals [61]. Other species of the Bacillus genus found in the
study, such as B. megaterium, B. subtilis, and B. thuringiensis, are common in the soil. The pathogenic
potential of these Bacillus is generally described as low or absent [62]. However, they have been
increasingly recognized as biological indicators of contamination and may represent a danger to the
hospitalized or immunosuppressed patient. Infections or diseases caused by these bacteria are rare and
few clinical studies are recognized, some are related to trauma, deep soft tissue infections, and systemic
infections [63,64]. The study also reported Alloiococcus otitidis, a pathogen associated with otitis media
with effusion (OME), a common disease in childhood [65,66]. This microorganism is not considered an
opportunistic pathogen or a cause of nosocomial diseases [67]. Pseudomonas pseudoalcaligene uniquely
identified Gram-negative in our research is shown as a rare opportunistic pathogen associated with
intrahospital infections in humans, such as meningitis and pneumonia [68]. It is important make
emphasis of the Leifsonia aquatic in this NICU, because infections associated with this bacteria are
particularly uncommon, nevertheless there had been documented cases of hemodialysis patients
involving L. aquatica bacteremia [69].
Table 4 shows the mean concentration of bacterial bioaerosols per campaign before and after
cleaning in NICU#2. Our research identified some of the species which are considered as aggressive
pathogens and highly dangerous for the health of the newborns, considered capable of causing
respiratory infections, cases of pneumonia, and infections of the skin and eyes. This was the
case with Staphylococcus aureus, which is both a prominent cause of nosocomial infections with
significant morbidity and mortality, and a commensal with nasal carriage in around 30% of the
population [70]. Other species are recognized as pathogenic under certain circumstances, such as
the case of S. epidermidis, a normal bacterium of human skin [71,72]. However, this microorganism
can also emerge as an intrahospital pathogen that infects immunocompromised patients [73–75].
Infections caused by S. epidermidis are related to the colonization of foreign bodies (intravenous
catheters, hemodialysis fistulas, pacemakers, prosthetic joints, valvular grafts and/or prosthetic heart
valves) and may eventually produce urinary tract infections, bacteremia, and sepsis [76].
Table 4. Mean concentration of bacterial bioaerosols per campaign before and after cleaning
time NICU#2.
Microorganism
Before (CFU/m3) After (CFU/m3)
Total
1 2 3 1 2 3
Bacillus cereus 13 25 38
Bacillus subtilis 10 7 24 12 22 77
Bacillus thuringiensis 14 13 27
Eikenella corrodens 12 16 28
Pseudomonas aeruginosa 10 11 20
Staphylococcus aureus 7 12 19
Staphylococcus
epidermidis 10 15 25
Streptococcus gordoni 13 12 26
Note: Highest value in bold.
In general, NICU#2 presented a higher concentration of bioaerosols in comparison with NICU#1,
B. subitilis had the highest concentration before and after cleaning protocols, followed by B. cereus,
this is concerning because of the increasing antibiotic multi-resistant strains that have been reported.
On the other hand, Eikenella corrodens presented a significant concentration before and after cleaning in
NICU#2, and has been reported in head and neck, heart, intraabdominal, and intracranial infections [77].
Streptococcus gordoni is a species which had not been found in NICU#1, but had been identified in
NICU#2. S. gordonii is considered a primary oral colonizer in dental plaque formation, and constitutes
the platform on which late pathogenic colonizers operate [78].
Pseudomonas aeruginosa is also commonly found in moist areas of hospital environments, such as
it was found in NICU#2. It can cause opportunistic infection in immunocompromised patients.
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Preterm neonates are at increased risk of severe or fatal infection with P. aeruginosa due to their
immature immune systems and the multiple invasive procedures they undergo. There have been
several high-profile outbreaks of nosocomial P. aeruginosa infection in neonatal intensive care units
(NICUs) [79].
In addition, Figure 7 shows species founded in each part of respiratory corresponding to the
cascade impactor sampler: nasal cavity (stage 1), pharynx (Stage 2), trachea and primary bronchi
(Stage 3), secondary bronchi (Stage 4), Secondary (Stage 5), Alveoli (Stage 6). Figure 7a, shows the
species identified in NICU#1, it may be evidenced that species of Staphylococcus were presented in
all the stages, especially in the last and critical stages, bronchi and alveoli. There is a prevalence of
S. saprophyticus, considered a primary pathogen at the urinary level, agent of extra-hospital urinary
infection in young women and children [71,80]. The infection is acquired in the community; therefore,
the microorganism is not considered a hospital-acquired infection (HAI) agent [71]. In contrast, S. cohnii
ssp. is recognized as a pathogen or opportunist causing HAIs [81]. It is associated with bacteremia,
acute cholecystitis, brain abscess, endocarditis, pneumonia, and urinary tract infection [82,83]. On the
other hand, K. rosea is part of the normal microbiota of the skin, mouth, and oropharynx of humans and
other mammals [84]. It is an uncommon pathogen and under certain circumstances causes diseases in
immunocompromised patients, so it is considered opportunistic [85]. In the literature, there are only a
few medical reports associated with vascular catheters, bacteremia, cholecystitis, and peritonitis in
chronically debilitated patients [86]. In the case of B. cereus, it is an uncommon but potentially serious
pathogen, associated with very low-frequency infections, it produces diseases in an isolated manner
and it is mainly recognized as a pathogen with a high mortality rate in neonates [87], capable of causing
hemorrhagic meningoencephalitis, respiratory infections, bloodstream infections and affecting the
central nervous system of preterm infants [88,89]. Figure 7b, shows that in NICU#2, there is a prevalence
of Staphylococcus in all the stages, represented by Staphylococcus aureus and Staphylococcus epidermidis.
S. aureus is both a prominent cause of nosocomial infections with significant morbidity and mortality,
and a commensal with nasal carriage in around 30% of the population. It may be evidenced that in this
study, S. aureus and S. epidermidis were founded in the upper respiratory tract and the lower respiratory
track; including they had appeared in Alveoli stage.
Multi-regression statistical analysis was performed for the total concentration data before and
after visits. Results showed a significant difference between concentrations for K. rosea, Bacillus Cereus,
Staphylococcus epidermidis, Bacillus megaterium, and Staphylococcus saprophyticus before and after visits.
Statistical analyses showed a significant difference for concentrations before and after the visit in all
stages. These results are included in the Supplementary information (SI). Thus, even though results
did not show differences between total airborne bacterial concentration (as explained above) before
and after visits, for bacterial levels for each species, results show the contrary. This indicates that in
results for species, visits have an influence. On the contrary, for NICU#2, statistical analysis applied
using ANOVA indicated no significant difference between groups before and after cleaning activities.
Moreover, correlation between particle number and airborne bacteria concentration did not show any
relation by size distribution or species (see SI).
Coagulase-negative staphylococcus (CONS) is a common cause of nosocomial infections and
is the most common bloodstream infection treated in neonatal and pediatric intensive care units
and significantly impacts patient mortality and morbidity [90]. S. saprophyticus and S. epidermidis
had a relevant concentration in both NICUs, they were able to be established in all size ranges,
subsequently, predominance of these species had been presented in the terminal bronchi and alveoli
stage. S. epidermidis and S. aureus are responsible for colonization of critically ill patients, they may be
the most important displayed nosocomial organisms, and their infection usually occurs after 48 and 72 h
of admission. Also, Alloiococcus otitidis, B. subtiles, B. thuringiensis, Kocuria rosea, and P. pseudoalcaligene,
reached the last stage (alveoli) in NICU#1. In NICU#2, eight species were identified in the last
stage: Bacillus cereus, Bacillus subtilis, Bacillus thuringiensis, Eikenella corrodens, Pseudomonas aeruginosa,
Staphylococcus aureus, Staphylococcus epidermidis, and Streptococcus gordoni. S. cohnii ssp. was only fixed
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in the trachea and bronchi stage in NICU#1. In contrast, B. cereus was fixed in all size ranges in both
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Figure 7. Size distribution of bacterial species concentration. (a) NICU#1, (b) NICU#2.
3.3. Antibiotic Resistance of Airborne Bacteria
Sepsis in the neonatal intensive care unit (NICU) remai s o e of the most significant causes of
morbidity and mortality, especially for preterm newbor s. Multi-drug-resistant organisms (MDROs)
are emerging as important pathogens that cause neonatal sepsis in NICU [91]. Bacteria can be
intrinsically resistant owing to its inherent properties or can achieve this resistance capacity via
m tations and ge e transfer. Various mechanisms of antibiotic resistance include poor penetration
of drugs into the cell, an efflux of antibiotics by efflux pumps, target modification by mutation, and
hydrolysis of antibiotics [92]. It had been reported that the increase in the episodes of sepsis due to
MDROs at NICU had increased incidents were associated with high mortality, especially in preterm
infants [91]. Thus, in our study, in order to assess antibiotic resistance in NICU#1 and NICU#2,
12 species and 8 species respectively, were evaluated according to the interpretation criteria currently
suggested by the Standards Institute of the United States Clinical Laboratory (CLSI). The following
levels or categories were used: susceptible (S), intermediate (I), and resistant (R). These categories are
in relation to the minimum inhibitory concentration (MIC), which is interpreted as the concentration of
an antimicrobial agent that inhibits bacterial gro th [93].
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In NICU#1, 100% of the strains of the species Kocuria rosea, Bacillus thuringiensis, Alloiococcus otitis,
Bacillus Megaterium, Bacillus pumilus, and Bacillus Subtiles presented an intermediate susceptibility. This
finding suggests that the antibiotic is unpredictable, given that the microorganisms present a minimum
inhibitory concentration of the microbial agent very close to the levels of the antibiotic and for which
the response will not be equal to those susceptible to the antibiotic [93]. For the eleven reported strains
of Bacillus cereus, six reported resistance to Ampicillin, seven to Cefoxitin, five to Ceftaroline, and eight to
Penicillin G. Four of these same strains showed resistance simultaneously to the five antibiotics, whereas
to the other antibiotics they were susceptible in an intermediate way. Resistance to these antibiotics
indicates that the probability of therapeutic success is nil or very reduced, therefore, antibiotics will
not have any therapeutic effect.
Strains of Pseudomonas pseudoalcaligenes were susceptible to Gentamicin, Amikacin, Cefepime
Ceftazidime, Ciprofloxacin, Imipenem, Levofloxacin, Meropenem, Piperacillin-Tazobactam, and
Trimetropin-Sulfamethoxazole. Staphylococcus cohnii ssp. cohnii was resistant in parallel to ampicillin
and G penicillin and susceptible to Daptomycin, Linezolid, Vancomycin, Oxacillin, Minocycline,
Rifampicin, Trimetropin-Sulfamethoxazole, Clindamycin, and Erythromycin. For Staphylococcus
epidermidis a total of 95 strains were found, where some had resistance to Ampicillin (54 Strains),
Penicillin G (59 Strains), and Clindamycin (59 Strains). Of these 59 resistant strains to any of the three
antibiotics, 20 presented a simultaneous resistance to the three antibiotics. This microorganism also
showed susceptibility to antibiotics such as Daptomycin, Linezolid, Vancomycin, Oxacillin, Minocycline,
Rifampicin, Trimetropin-Sulfamethoxazole, and Erythromycin. Only one strain reported resistance
and susceptibility to all of the mentioned antibiotics, for the other antibiotics Staphylococcus epidermidis
is susceptible in an intermediate way. Gram-negative bacilli are increasing in incidence among
nosocomial pathogens, largely because of their ability to express certain resistance phenotypes. Among
those organisms, several species are very important causes of nosocomial infections because of their
increasing resistance to the second- and third-generation cephalosporins and other extended-spectrum
b-lactam agents [57].
In this research, 43 strains corresponding to Staphylococcus saprophyticus were identified, of which
23 strains were resistant to Ampicillin, 24 to Penicillin G, 6 to Oxaxilin, and 25 to Erythromycin.
As observed with other microorganisms, Staphylococcus saprophyticus reported eight strains that showed
resistance to the aforementioned antibiotics. Surprisingly, S. saprophyticus was prevalent in all size
ranges (including alveoli), as well as resistant to several antibiotics. K. rosea presented a similar pattern.
It is possible, therefore, that for controlling the dispersion of resistant airborne bacteria, airborne
particles’ concentration must be reduced. The reason for this is not clear but it may have something to
do with the fact that these particles may provide a rich environment with enough water and nutrients,
therefore, giving enough time to exchange antibiotic resistant plasmids. Thus, increasing survival time
for airborne bacteria.
In NICU#2, 100% of B. cereus strains were identified as multi-drug-resistant organisms. The strains
found were resistant to Ampicillin, Cefoxitin, Ceftaroline, and Penicillin G according to our
results. B. cereus is usually susceptible to erythromycin, clindamycin, aminoglycosides, ciprofloxacin,
vancomycin, and chloramphenicol [57].
Pseudomonas aeruginosa is located at the fourth position and constitutes the model of this category
of aerobic nosocomial pathogens. It combines adaptability to a variety of moist environments with large
potentialities of virulence factors. It is a pathogen of central importance in a broad range of nosocomial
infections (and community-acquired infections) and it is the leading cause of nosocomial respiratory
tract infections [94]. In this study, we have proven that the strains isolated are multi-resistant to the
antibiotics Gentamicin, Amikacin, Cefepima, Ceftazidime, Ciprofloxacin, Levofloxacin, Meropenem,
and Piperacillin-Tazobactam and finally that they are resistant to Imipenem. This coincides with
reports by other authors about P. aeruginosa and its growing resistance to imipenem.
Coagulase-negative staphylococci (CoNS) are the major cause of nosocomial bacteraemia in
neonates [95]. Increasing incidences of resistant bacteria in Intensive Care Units is associated with
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poorer outcomes. These include methicillin-resistant Staphylococcus aureus (MRSA), and consequently,
the strains of Staphylococcus aureus found in this study were resistant to Ampicilina and Penicilina
G [96]. Finally, Streptococcus gordoni strains were resistant to Gentamicin, which is considered a
colonizer microorganism.
4. Conclusions
Public-style NICU revealed higher concentrations of airborne viable bacteria (53.00 to
214.37 CFU/m3) than private-style NICU (151.94–466.43), indicating a possible threat to health.
Results indicated no statistically significant difference between concentrations before and after visits,
as well as before and after cleaning activities.
Our research identified some of the species which are considered as aggressive pathogens and are
highly dangerous for the health of the newborns, and are considered capable of causing respiratory
infections, cases of pneumonia, and infections of the skin and eyes. Other species founded in this study
are recognized as opportunist, a normal bacterium of human skin. However, these microorganisms
can also emerge as an intrahospital pathogen that infects immunocompromised patients, such as
newborns. Infections related to the colonization of foreign bodies (intravenous catheters, hemodialysis
fistulas, pacemakers, prosthetic joints, valvular grafts and/or prosthetic heart valves) may eventually
produce urinary tract infections, bacteremia, and sepsis. Other species identified generate biofilms
which facilitate pathogenic permanence.
The findings of this study have a number of important implications for future practice. Special
efforts must be warranted to reduce airborne contaminants in NICUs. The Colombian National
requirements of the unique system of qualification of the Health System do not provide specific
information about the air conditioning maintenance or protocols to ensure the monitoring of bioaerosols,
neither does it improve the indoor air quality. Therefore, it is important to consider the use of air
purification systems, possibly involving overnight UV irradiation, including protocols for reducing
particle matter.
Our findings may help to understand the concentration of airborne viable bacteria in different size
ranges, as well as their antibiotic resistance in a NICU. Moreover, our results may indicate a potential
health threat to humans due to the antibiotic resistance of airborne bacteria in the NICU, considered to
be pathogens or pathogenic under certain circumstances. These data must be interpreted with caution
because of the complicated correlations between airborne bacteria and environmental factors. This is
an important issue for future research, thus more studies are needed to provide proper exposure limits
in relation to health in NICU indoor environments.
Supplementary Materials: The following are available online at http://www.mdpi.com/1660-4601/16/18/3340/s1,
Figure S1: Means and 95.0% LSD intervals concentration #/L particle by species for NICU#2. Figure S2: Means and
95.0% LSD intervals particle size by species for NICU#2. Figure S3: Means and 95.0% LSD intervals Concentration
#L by stages of cascade impactor for NICU#2. Figure S4: Fitted model with 95.0% confidence limits Cefoxitin in
NICU#2. Figure S5: Fitted model with 95.0% confidence limits Gentamicin in NICU#2. Table S1: Statistic summary
for concentration by species for NICU#1. Table S2: Table S2. Statistic summary for concentration by stages for
NICU#1. Table S3: Statistic summary concentration #/L particle by species for NICU#2. Table S4: Summary
Statistics for particle size by species. Table S5: Simple regression CFU/m3 vs. Concentration #L NICU#2. Table S6:
Simple regression CFU/m3 vs. Concentration #L NICU#2. Table S7: Summary statistics for Concentration #L
by stages of cascade impactor NICU#2. Table S8: Logistic regression for cefoxitin NICU#2. Table S9: Logistic
regression for Gentamicin NICU#2. Table S10: Data antibiotic resistance and susceptible airborne bacteria in
NICU#1 and NICU#2.
Author Contributions: Conceptualization, W.B.M.-G. and D.M.A.-C.; methodology, M.C.R.; W.B.M.-G.;
and D.M.A.-C.; Statistical software, A.P.; validation, H.P.M.; formal analysis, M.M.H.; J.M.; and S.D.L.H.;
writing—original draft preparation, J.M.; and S.D.L.H.; writing—review and editing, W.B.M.-G. and D.M.A.-C.;
supervision, M.C.R.; W.B.M.-G.; and D.M.A.-C.; project administration, M.C.R.; W.B.M.-G.; and D.M.A.-C.; funding
acquisition, M.C.R.; W.B.M.-G.; and D.M.A.-C.; investigation, E.C.T. and H.P.M.
Funding: This research was funded by Universidad de la Costa and Universidad Metropolitana. The APC was
funded by Universidad Del Norte and Universidad Libre.
Int. J. Environ. Res. Public Health 2019, 16, 3340 18 of 22
Acknowledgments: Special mention to environmental engineering students: Ericka Arbelaez, Wilson Guerrero,
Andres De La Cruz, and Mary Imitola.
Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the
study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to
publish the results. The opinions, findings, ideas, and conclusions expressed in this publication are of personal
responsibility and do not commit the Universidad del Norte or those of the supporting agencies.
References
1. Gao, M.; Yan, X.; Qiu, T.; Han, M.; Wang, X. Variation of correlations between factors and culturable airborne
bacteria and fungi. Atmos. Environ. 2016, 128, 10–19. [CrossRef]
2. Jara Hernández, E.L.; Piraquive Mórtola, J.S. Determinación de la Calidad de Aire Intrmural en la Clínica
Veterinaria, Universidad de la Salle; Universidad de la Salle: Bogotá, Colombia, 2016.
3. Kim, K.H.; Kabir, E.; Jahan, S.A. Airborne bioaerosols and their impact on human health. J. Environ. Sci.
(China) 2018, 67, 23–35. [CrossRef] [PubMed]
4. Yao, M.; Colbeck, I.; Lazaridis, M.; Liu, K.F.; Hung, M.; Shen, Y.; Reijula, K.; Tringe, S.G.; Zhang, T.; Liu, X.;
et al. Bioaerosol: A bridge and opportunity for many scientific research fields. J. Aerosol Sci. 2018, 115,
108–112. [CrossRef]
5. Smets, W.; Moretti, S.; Denys, S.; Lebeer, S. Airborne bacteria in the atmosphere: Presence, purpose, and
potential. Atmos. Environ. 2016, 139, 214–221. [CrossRef]
6. Fröhlich-Nowoisky, J.; Kampf, C.J.; Weber, B.; Huffman, J.A.; Pöhlker, C.; Andreae, M.O.; Lang-Yona, N.;
Burrows, S.M.; Gunthe, S.S.; Elbert, W.; et al. Bioaerosols in the Earth system: Climate, health, and ecosystem
interactions. Atmos. Res. 2016, 182, 346–376. [CrossRef]
7. Walser, S.M.; Gerstner, D.G.; Brenner, B.; Bünger, J.; Eikmann, T.; Janssen, B.; Kolb, S.; Kolk, A.; Nowak, D.;
Raulf, M.; et al. Evaluation of exposure-response relationships for health effects of microbial bioaerosols -
A systematic review. Int. J. Hyg. Environ. Health 2015, 218, 577–589. [CrossRef]
8. Edith, G.; Espinoza, C. Determinación de Organismos Mesófilos Aerobios en el Ambiente de Cd. Obregón,
Sonora; Mediante el uso del Monitor aéreo Microbiológico y Método de Cuenta en Placa Abierta. Available
online: https://docplayer.es/42154583-Tesis-que-para-obtener-el-titulo-de-ingeniero-biotecnologo-presenta-
gloria-edith-camacho-espinoza.html (accessed on 17 May 2019).
9. Pelczar, M.J.; Chan, E.C.S.; Krieg, N.R. Microbiology, 5th ed.; Tata Mc Graw Hill: New York, NY, USA, 1993.
10. Cabo Verde, S.; Almeida, S.M.; Matos, J.; Guerreiro, D.; Meneses, M.; Faria, T.; Botelho, D.; Santos, M.;
Viegas, C. Microbiological assessment of indoor air quality at different hospital sites. Res. Microbiol. 2015,
166, 557–563. [CrossRef]
11. Abdel-Wahab, F.; Ghoneim, M.; Khashaba, M.; El-Gilany, A.-H.; Abdel-Hady, D. Nosocomial infection
surveillance in an Egyptian neonatal intensive care unit. J. Hosp. Infect. 2013, 83, 196–199. [CrossRef]
12. Youn, K.; Shin, Y. Daekeun Distribution characteristics of airborne bacteria and fungi in the general hospitals
of Korea. Ind. Health 2010, 48, 236–243.
13. Jaffal, A.A.; Nsanze, H.; Bener, A.; Ameen, A.S.; Banat, I.M.; Mogheth, A.A. El Hospital airborne microbial
pollution in a desert country. Environ. Int. 1997, 23, 167–172. [CrossRef]
14. Hernandez, M.; León, S. Determinación de la Calidad del Aire Extramural E Intramural en la Sala de Cirugía
del Hospital el Tunal de la Cuidad De Bogotá Para el Desarrollo de Mecanismos de Control y Minimización
De Riesgo Causado por Microorganismos Potencialmente Nosocomiales. Available online: http://repository.
lasalle.edu.co/bitstream/handle/10185/14040/T41.08%20H43d.pdf?sequence=1&isAllowed=y (accessed on
17 May 2019).
15. Leung, M.; Chan, A.H.S. Control and management of hospital indoor air quality. Med. Sci. Monit. 2006, 12,
SR17–SR23.
16. Coronell, W.; Rojas, J.; Escamilla, M.; Manotas, M.; Sánchez, M. Infección Nosocomial En Unidades de
Cuidados Intensivos Neonatales. Precop. Scp. 2010, 9, 30–39.
17. Morgado Gamero, W.B.; Ramírez, M.C.; Parody, A.; Viloria, A.; López, M.H.A.; Kamatkar, S.J. Concentrations
and Size Distributions of Fungal Bioaerosols in a Municipal Landfill. In Data Mining and Big Data; Tan, Y.,
Shi, Y., Tang, Q., Eds.; Springer International Publishing: Cham, Switzerland, 2018; pp. 244–253.
18. Zhu, H.; Phelan, P.; Duan, T.; Raupp, G.; Fernando, H.J.S. Characterizations and relationships between
outdoor and indoor bioaerosols in an office building. China Particuology 2003, 1, 119–123. [CrossRef]
Int. J. Environ. Res. Public Health 2019, 16, 3340 19 of 22
19. Wang, W.; Ma, Y.; Ma, X.; Wu, F.; Ma, X.; An, L.; Feng, H. Diversity and seasonal dynamics of airborne
bacteria in the Mogao Grottoes, Dunhuang, China. Aerobiologia 2012, 28, 27–38. [CrossRef]
20. Claudia Andrea, C.T. Evaluación del Comportamiento de Aerobacterias en el Corregimiento de Cuatro




BOCAS-TUBARA-ATLANTICO.pdf?origin=publication_detail (accessed on 17 May 2019).
21. Ortiz, J.; Préndez Bolívar, M.M.; Solezzi, S. Utilizacion y manejo de un impactador de cascada ANDERSEN
en el estudio de los aerosoles atmosfericos. Medio Ambiente 1986, 8, 3–8.
22. Heo, Y.; Park, J.; Lim, S.; Hur, H.; Kim, D.; Park, K. Size-resolved culturable airborne bacteria sampled in rice
field, sanitary landfill, and waste incineration sites. J. Environ. Monit. 2010, 12, 1619. [CrossRef] [PubMed]
23. Li, C.S.; Hou, P.A. Bioaerosol characteristics in hospital clean rooms. Sci. Total Environ. 2003, 305, 169–176.
[CrossRef]
24. Morgado Gamero, W.B.; Agudelo-Castañeda, D.; Ramirez, M.C.; Hernandez, M.M.; Mendoza, H.P.; Parody, A.;
Viloria, A. Hospital Admission and Risk Assessment Associated to Exposure of Fungal Bioaerosols at a
Municipal Landfill Using Statistical Models. In Intelligent Data Engineering and Automated Learning—IDEAL
2018; Yin, H., Camacho, D., Novais, P., Tallón-Ballesteros, A.J., Eds.; Springer International Publishing: Cham,
Switzerland, 2018; pp. 210–218.
25. Ghosh, B.; Lal, H.; Srivastava, A. Review of bioaerosols in indoor environment with special reference to
sampling, analysis and control mechanisms. Environ. Int. 2015, 85, 254–272. [CrossRef]
26. Kim, K.Y.; Kim, C.N. Airborne microbiological characteristics in public buildings of Korea. Build. Environ.
2007, 42, 2188–2196. [CrossRef]
27. Awad, A.H.; Saeed, Y.; Hassan, Y.; Fawzy, Y.; Osman, M. Air microbial quality in certain public buildings,
Egypt: A comparative study. Atmos. Pollut. Res. 2018, 9, 617–626. [CrossRef]
28. He, C.; Mackay, I.M.; Ramsay, K.; Liang, Z.; Kidd, T.; Knibbs, L.D.; Johnson, G.; McNeale, D.; Stockwell, R.;
Coulthard, M.G.; et al. Particle and bioaerosol characteristics in a paediatric intensive care unit. Environ. Int.
2017, 107, 89–99. [CrossRef] [PubMed]
29. Licina, D.; Bhangar, S.; Brooks, B.; Baker, R.; Firek, B.; Tang, X.; Morowitz, M.J.; Banfield, J.F.; Nazaroff, W.W.
Concentrations and sources of airborne particles in a neonatal intensive care unit. PLoS ONE 2016, 11,
e0154991. [CrossRef] [PubMed]
30. Berenguer, J.; Sanz, J.L. Cuestiones en Microbiología; Editorial Hélice: Madrid, Spain, 2004.
31. Maldonado-Vega, M.; Peña-Cabriales, J.J.; De los Santos, S.; Castellanos-Arévalo, A.P.; Camarena-Pozos, D.;
Arévalo-Rivas, B.; Valdés-Santiago, L.; Hernández-Valadez, L.J.; Guzmán De Peña, D.L. Bioaerosoles y
evaluación de la calidad del aire en dos centros hospitalarios ubicados en León, Guanaguato, México
(Bioaerosols and air quality assessment in two hospitals located in León, Guanajuato, Mexico). Rev. Int.
Contam. Ambient 2014, 30, 351–363.
32. SAMPSP (Sociedad Andaluza de Medicina Preventiva y Salud Pública). Recomendaciones Para la Monitorización
de la Calidad Microbiológica del Aire (Bioseguridad Ambiental) en Zonas Hospitalarias de Riesgo; SAMPSP: Andalucía,
Spain, 2016; pp. 1–35.
33. Colombia. Ministerio de Salud y Protección Social Resolución 002003 de 2014. Available online: https:
//www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%202003%20de%202014.pdf (accessed on
17 May 2019).
34. Macher, J.M.; Chatigny, M.A.; Burge, H.A. Sampling Airborne Microorganisms and Aeroallergens. In Air
Sampling Instruments for Evaluation of Atmospheric Contaminan; ACGIH: Cincinnati, OH, USA, 1995; pp. 589–617.
35. Rao, C.Y.; Burge, H.A.; Chang, J.C. Review of quantitative standards and guidelines for fungi in indoor air.
J. Air Waste Manag. Assoc. 1996, 46, 899–908. [CrossRef]
36. IAQA (Indoor Air Quality Association). Indoor Air Quality Standard #95-1 Recommended for Florida; IAQA:
Longwood, FL, USA, 1995.
37. Heida, H.; Bartman, F.; van der Zee, S.C. Occupational Exposure and Indoor Air Quality Monitoring in a
Composting Facility. Am. Ind. Hyg. Assoc. J. 1995, 56, 39–43. [CrossRef]
38. OSHA (Occupational Safety and Health Administration). Indoor Air Quality; OSHA: Washington, DC, USA,
1994; pp. 15968–16039.
Int. J. Environ. Res. Public Health 2019, 16, 3340 20 of 22
39. Aryanna Kelly Pinheiro, S. Microbiota Fúngica do Ambiente da uti Neonatal e de Amostras Clínicas dos
Recém-Nascidos Internados no Hospital Universitário de Maceió. Master’s Thesis, Universidade Federal de
Alagoas, Maceio, Brazil, 2009.
40. Viegas, C.; Faria, T.; dos Santos, M.; Carolino, E.; Gomes, A.Q.; Sabino, R.; Viegas, S. Fungal burden in waste
industry: An occupational risk to be solved. Environ. Monit. Assess. 2015, 187, 199. [CrossRef]
41. Yamamoto, N.; Schmechel, D.; Chen, B.T.; Lindsley, W.G.; Peccia, J. Comparison of quantitative airborne
fungi measurements by active and passive sampling methods. J. Aerosol Sci. 2011, 42, 499–507. [CrossRef]
42. Sadyś, M.; Kennedy, R.; West, J.S. Potential impact of climate change on fungal distributions: Analysis of
2 years of contrasting weather in the UK. Aerobiologia 2016, 32, 127–137. [CrossRef]
43. Dungan, R.S. Board-invited review: Fate and transport of bioaerosols associated with livestock operations
and manures. J. Anim. Sci. 2010, 88, 3693–3706. [CrossRef]
44. Pahari, A.K.; Dasgupta, D.; Patil, R.S.; Mukherji, S. Emission of bacterial bioaerosols from a composting
facility in Maharashtra, India. Waste Manag. 2016, 53, 22–31. [CrossRef]
45. Adams, R.I.; Miletto, M.; Lindow, S.E.; Taylor, J.W.; Bruns, T.D. Airborne bacterial communities in residences:
Similarities and differences with fungi. PLoS ONE 2014, 9, e91283. [CrossRef] [PubMed]
46. Prussin, A.J.; Marr, L.C. Sources of airborne microorganisms in the built environment. Microbiome 2015, 3, 78.
[CrossRef] [PubMed]
47. Wai Tham, K. Indoor air quality and its effects on humans—A review of challenges and developments in the
last 30 years. Energy Build. 2016, 130, 637–650. [CrossRef]
48. Uhrbrand, K.; Schultz, A.C.; Koivisto, A.J.; Nielsen, U.; Madsen, A.M. Assessment of airborne bacteria and
noroviruses in air emission from a new highly-advanced hospital wastewater treatment plant. Water Res.
2017, 112, 110–119. [CrossRef] [PubMed]
49. Alonso, C.; Raynor, P.C.; Davies, P.R.; Torremorell, M. Concentration, size distribution, and infectivity of
airborne particles carrying swine viruses. PLoS ONE 2015, 10, e0135675. [CrossRef] [PubMed]
50. Pastuszka, J.S.; Kyaw Tha Paw, U.; Lis, D.O.; Wlazło, A.; Ulfig, K. Bacterial and fungal aerosol in indoor
environment in Upper Silesia, Poland. Atmos. Environ. 2000, 34, 3833–3842. [CrossRef]
51. Asif, A.; Zeeshan, M.; Hashmi, I.; Zahid, U.; Bhatti, M.F. Microbial quality assessment of indoor air in a large
hospital building during winter and spring seasons. Build. Environ. 2018, 135, 68–73. [CrossRef]
52. Zhang, Y.; Fu, Y.; Yu, J.; Ai, Q.; Li, J.; Peng, N.; Song, S.; He, Y.; Wang, Z. Synergy of ambroxol with vancomycin
in elimination of catheter-related Staphylococcus epidermidis biofilm in vitro and in vivo. J. Infect. Chemother.
2015, 21, 808–815. [CrossRef] [PubMed]
53. Hardjawinata, K.; Setiawati, R.; Dewi, W. Bactericidal efficacy of ultraviolet irradiation on Staphylococcus
aureus. Asian J. Oral Maxillofac. Surg. 2005, 17, 157–161. [CrossRef]
54. Sohn, K.M.; Baek, J.Y.; Kim, S.H.; Cheon, S.; Kim, Y.S. Catheter-related bacteremia caused by kocuria salsicia:
The first case. J. Infect. Chemother. 2015, 21, 305–307. [CrossRef]
55. Uekotter, A.; Konig, J.; Peters, G.; Becker, K. Port-Infection Due to Kocuria Rhizophila in an 8 Year Old Child
with Methylmalonic Aciduria. In Proceedings of the 58th Annual Conference of the German Society of
Hygiene and Microbiology, Wurzburg, Germany, 1–4 October 2006.
56. Gholami, M.; Etemadifar, Z.; Bouzari, M. Isolation a new strain of Kocuria rosea capable of tolerating extreme
conditions. J. Environ. Radioact. 2015, 144, 113–119. [CrossRef] [PubMed]
57. Xaplanteri, P.; Chondroleou, A.; Kolonitsiou, F.; Skintzi, A.; Anastassiou, E.D.; Marangos, M.; Spiliopoulou, I.
Postpartum bacteraemia outbreak due to Bacillus cereus in the delivery room. New Microbes New Infect. 2019,
29, 100510. [CrossRef] [PubMed]
58. De La Rosa, M.C.; Mosso, M.A.; Ullán, C. El aire: Hábitat y medio de transmisión de microorganismos.
Obs. Medioambient. 2002, 5, 28.
59. Shivamurthy, V.M.; Gantt, S.; Reilly, C.; Tilley, P.; Guzman, J.; Tucker, L. Bacillus pumilus Septic Arthritis in a
Healthy Child. Can. J. Infect. Dis. Med. Microbiol. 2016, 2016, 3265037. [CrossRef] [PubMed]
60. Yuan, Y.; Gao, M. Genomic analysis of a ginger pathogen Bacillus pumilus providing the understanding to
the pathogenesis and the novel control strategy. Sci. Rep. 2015, 5, 10259. [CrossRef] [PubMed]
61. Kimouli, M.; Vrioni, G.; Papadopoulou, M.; Koumaki, V.; Petropoulou, D.; Gounaris, A.; Friedrich, A.W.;
Tsakris, A. Two cases of severe sepsis caused by Bacillus pumilus in neonatal infants. J. Med. Microbiol. 2012,
61, 596–599. [CrossRef] [PubMed]
Int. J. Environ. Res. Public Health 2019, 16, 3340 21 of 22
62. Celandroni, F.; Salvetti, S.; Gueye, S.A.; Mazzantini, D.; Lupetti, A.; Senesi, S.; Ghelardi, E. Identification and
pathogenic potential of clinical Bacillus and Paenibacillus isolates. PLoS ONE 2016, 11, e0152831. [CrossRef]
[PubMed]
63. Camacho, R.; Aguilar, E.M.; Quezada, H.; Medina, Ó.; Patiño, G.; Cárdenas, H.M.; Ramos, R. Characterization
of Cry toxins from autochthonous Bacillus thuringiensis isolates from Mexico. Bol. Med. Hosp. Infant. Mex.
2017, 74, 193–199.
64. Oggioni, M.R.; Pozzi, G.; Valensin, P.E.; Galieni, P.; Bigazzi, C. Recurrent septicemia in an immunocompromised
patient due to probiotic strains of Bacillus subtilis. J. Clin. Microbiol. 1998, 36, 325–326.
65. Sheikh, A.F.; Saki, N.; Roointan, M.; Ranjbar, R.; Yadyad, M.J.; Kaydani, A.; Aslani, S.; Babaei, M.; Goodarzi, H.
Identification of Alloiococcus otitidis, Streptococcus pneumoniae, Moraxella catarrhalis and Haemophilus
influenzae in children with otitis media with effusion. Jundishapur J. Microbiol. 2015, 8, e17985.
66. Tano, K.; Von Essen, R.; Eriksson, P.O.; Sjöstedt, A. Alloiococcus otitidis—Otitis media pathogen or normal
bacterial flora? APMIS 2008, 116, 785–790. [CrossRef] [PubMed]
67. Harimaya, A.; Takada, R.; Somekawa, Y.; Fujii, N.; Himi, T. High frequency of Alloiococcus otitidis in the
nasopharynx and in the middle ear cavity of otitis-prone children. Int. J. Pediatr. Otorhinolaryngol. 2006, 70,
1009–1014. [CrossRef] [PubMed]
68. Hage, J.E.; Schoch, P.E.; Cunha, B.A. Pseudomonas pseudoalcaligenes peritoneal dialysis-associated
peritonitis. Perit. Dial. Int. 2013, 33, 223–224. [CrossRef]
69. Sulpher, J.; Desjardins, M.; Lee, B.C. Central venous catheter-associated Leifsonia aquatica bacteremia in a
hemodialysis-dependent patient. Diagn. Microbiol. Infect. Dis. 2008, 61, 64–66. [CrossRef] [PubMed]
70. Kolata, J.; Bode, L.; Holtfreter, S.; Steil, L.; Kusch, H.; Holtfreter, B.; Hecker, M.; Engelmann, S.; van Belkum, A.;
Völker, U.; et al. The Human Antibody Response to Staphylococcus Aureus Bacteremia. In Proceedings of the
63rd Annual meeting of the German Society for Hygiene and Microbiology, Essen, Germany, 25–28 September
2011.
71. Orden-Martínez, B.; Martínez-Ruiz, R.; Millán-Pérez, R. ¿Qué estamos aprendiendo de Staphylococcus
saprophyticus? Enferm. Infecc. Microbiol. Clin. 2008, 26, 495–499. [CrossRef]
72. Ziebuhr, W.; Hennig, S.; Eckart, M.; Kränzler, H.; Batzilla, C.; Kozitskaya, S. Nosocomial infections by
Staphylococcus epidermidis: How a commensal bacterium turns into a pathogen. Int. J. Antimicrob. Agents
2006, 28, 14–20. [CrossRef]
73. Sabaté Brescó, M.; Harris, L.G.; Thompson, K.; Stanic, B.; Morgenstern, M.; O’Mahony, L.; Richards, R.G.;
Moriarty, T.F. Pathogenic Mechanisms and Host Interactions in Staphylococcus epidermidis Device-Related
Infection. Front. Microbiol. 2017, 8, 1401. [CrossRef]
74. Dong, Y.; Speer, C.P. The role of Staphylococcus epidermidis in neonatal sepsis: Guarding angel or pathogenic
devil? Int. J. Med. Microbiol. 2014, 304, 513–520. [CrossRef] [PubMed]
75. Thompson, K.A.; Bennett, A.M.; Walker, J.T. Aerosol survival of Staphylococcus epidermidis. J. Hosp. Infect.
2011, 78, 216–220. [CrossRef]
76. Borrego, S.C.; Perdomo, I.; De la Paz, J.; Gómez de Saravia, S.; Guiamet, P. Relevamiento microbiológico del
aire y de materiales almacenados en el Archivo Histórico del Museo de La Plata, Argentina y en el Archivo
Nacional de la República de Cuba. Rev. Del Mus. La Plata 2011, 18, 1–18.
77. Jadhav, A.R.; Belfort, M.A.; Dildy, G.A. Eikenella corrodens chorioamnionitis: Modes of infection? Am. J.
Obstet. Gynecol. 2009, 200, e4–e5. [CrossRef] [PubMed]
78. Sweidan, A.; Chollet-Krugler, M.; Sauvager, A.; van de Weghe, P.; Chokr, A.; Bonnaure-Mallet, M.; Tomasi, S.;
Bousarghin, L. Antibacterial activities of natural lichen compounds against Streptococcus gordonii and
Porphyromonas gingivalis. Fitoterapia 2017, 121, 164–169. [CrossRef] [PubMed]
79. Nayar, G.; Darley, E.S.R.; Hammond, F.; Matthews, S.; Turton, J.; Wach, R. Does screening neonates in the
neonatal intensive care unit for Pseudomonas aeruginosa colonization help prevent infection? J. Hosp. Infect.
2018, 100, 54–59. [CrossRef] [PubMed]
80. Macedo, M.; Blanco, J. Infecciones hospitalarias. Control 2008, 245–254.
81. Soldera, J.; Nedel, W.L.; Cardoso, P.R.; d’Azevedo, P.A. Bacteremia due to Staphylococcus cohnii ssp.
urealyticus caused by infected pressure ulcer: Case report and review of the literature. Sao Paulo Med. J.
2013, 131, 59–61. [CrossRef] [PubMed]
Int. J. Environ. Res. Public Health 2019, 16, 3340 22 of 22
82. Mendoza, S.; Garcia, J.; Morfín, R.; Villarreal, L.; Camacho, A.; Rodríguez, E.; Bocanegra, P.; Maldonado, H.;
Dowd, S.; Garza, E. Draft genome sequences of two opportunistic pathogenic strains of Staphylococcus
cohnii isolated from human patients. Stand. Genomic Sci. 2017, 12.
83. Shahandeh, Z.; Shafi, H.; Sadighian, F. Association of staphylococcus cohnii subspecies urealyticum infection
with recurrence of renal staghorn stone. J. Intern. Med. 2015, 6, 40–42.
84. Paul, M.; Gupta, R.; Khush, S.; Thakur, R. Kocuria rosea: An emerging pathogen in acute bacterial meningitis-
Case report. J. Microbiol. Antimicrob. Agents 2015, 1, 4–7.
85. Moreira, J.S.; Riccetto, A.G.L.; da Silva, M.T.N.; dos Santos Vilela, M.M. Endocarditis by Kocuria rosea in an
immunocompetent child. Braz. J. Infect. Dis. 2015, 19, 82–84. [CrossRef] [PubMed]
86. Corti, M.; Villafañe, M.F.; Soto, I.; Palmieri, O.; Callejo, R. Bacteriemia por Kocuria rosea en un paciente con
SIDA. Rev. Chil. Infectología 2012, 29, 355–356. [CrossRef] [PubMed]
87. Hilliard, N.J.; Schelonka, R.L.; Waites, K.B. Bacillus cereus bacteremia in a preterm neonate. J. Clin. Microbiol.
2003, 41, 3441–3444. [CrossRef] [PubMed]
88. Machado, C.; Silva, A.; Magalhães, M.J.; Sá, C.; Abreu, E. Severe Bacillus cereus infection in a neonatal
intensive care unit. Case Rep. Perinat. Med 2014, 3, 159–162. [CrossRef]
89. Puvabanditsin, S.; Zaafran, A.; Garrow, E.; Diwan, R.; Mehta, D.; Phattraprayoon, N. Bacillus cereus
meningoencephalitis in a neonate. Hong Kong J. Paediatr. 2007, 12, 293–296.
90. Venkatesh, M.P.; Placencia, F.; Weisman, L.E. Coagulase-Negative Staphylococcal Infections in the Neonate
and Child: An Update. Semin. Pediatr. Infect. Dis. 2006, 17, 120–127. [CrossRef] [PubMed]
91. Yusef, D.; Shalakhti, T.; Awad, S.; Algharaibeh, H.; Khasawneh, W. Clinical characteristics and epidemiology
of sepsis in the neonatal intensive care unit in the era of multi-drug resistant organisms: A retrospective
review. Pediatr. Neonatol. 2018, 59, 35–41. [CrossRef] [PubMed]
92. Puzari, M.; Sharma, M.; Chetia, P. Emergence of antibiotic resistant Shigella species: A matter of concern.
J. Infect. Public Health 2018, 11, 451–454. [PubMed]
93. Boletín epidemiológico de resistencia bacteriana—SIVIBAC año 2014. Available online: http://www.saludcapital.
gov.co/DSP/Boletines%20temticos/IAAS/2014/Bolet%C3%ADn%20Resistencia%20Bacteriana%202014.pdf
(accessed on 17 May 2019).
94. Monteil, H.; Harf-Monteil, C. Aerobic gram-negative bacilli: Newer nosocomial pathogens. Int. J. Antimicrob.
Agents 1997, 8, 217–231. [CrossRef]
95. Klingenberg, C.; Rønnestad, A.; Anderson, A.S.; Abrahamsen, T.G.; Zorman, J.; Villaruz, A.; Flaegstad, T.;
Otto, M.; Sollid, J.E. Persistent strains of coagulase-negative staphylococci in a neonatal intensive care unit:
Virulence factors and invasiveness. Clin. Microbiol. Infect. 2007, 13, 1100–1111. [CrossRef]
96. Trubiano, J.A.; Padiglione, A.A. Nosocomial infections in the intensive care unit. Anaesth. Intensive Care Med.
2015, 16, 598–602. [CrossRef]
© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
